In this country patients and physicians are more stoical about minor dizzy turns, particularly when months, or even years, go by without recurrence. It is, however, important to avoid drugs since some of these patients also have tachyarrhythmias (bradytachy syndrome) which will be exacerbated by adrenergic therapy (they are also liable to thromboembolism and may require anticoagulants4). In the few whose symptomatology is sufficiently severe to require pacing, suppressant drugs can then be given safely. In "early cases" on a pacemaker when the patient is in sinus rhythm with a reasonable rate most of the time, the occasional onset of bradycardia stimulating demand ventricular pacing is often noticed by the patient because of a slight fall in blood pressure, with loss of appropriate presystolic atrial contraction, and so it is not surprising that some of Morley's cases continue to have symptoms from the so-called "pacemaker effect". Whether Morley et al. are correct in thinking that their patients have an additional problem described. as a vasodepressor response indicating an abnormal fall of blood pressure after carotid sinus massage when they only had 11 control subjects remains to be decided. Atrial pacing was used in eight of their cases, but had to be discontinued, in some because of coincidental atrioventricular block and in others because of atrial arrhythmia, both problems being expected in patients with sinoatrial disease. It is interesting to read that of the 16 patients with persistent symptoms despite advanced pacing systems, 12 had adequate bradycardia control. It is unlikely that they were suffering from vasomotor syncope from carotid sinus pressure from winged collars, and maybe their symptoms had another cause.
Further work is required to decide whether prim- 
